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INTRODUCTION:  Acute  acalculous  cholecystitis  can  be  complicated  by extrinsic  compression  of  the  com-
mon  hepatic/common  bile  duct  by  the  enlarged  and  inﬂamed  gallbladder  followed  by  jaundice.  Its
mechanism  is very  similar  to that  of Mirizzi  syndrome,  when  the bile  duct  is  compressed  from  outside  due
to  a stone  impacted  in  the  gallbladder  neck  or cystic  duct. This complication  of acalculous  cholecystitis
is  rare,  with  very  little  number  of  published  cases.
PRESENTATION OF A  CASE:  We  present  a patient  with  compression  of  the  common  hepatic  duct  by  an
inﬂamed  and  enlarged  gallbladder  in the  absence  of  stones  as conﬁrmed  by magnetic  resonance  cholan-
giopancreatography  (MRCP).  Acute  cholecystitis  and  jaundice  resolved  after  conservative  treatment,  and
the  changes  were  shown  by a follow-up  MRCP  ﬁve  months  later.holangiopancreatography DISCUSSION: We  were  able  to ﬁnd  only  three  similar  cases  reported  in  the literature.  In  these  cases,
compression  of the  common  hepatic/common  bile  duct  by  the  inﬂamed  gallbladder  was  conﬁrmed
by  endoscopic  retrograde  cholangiopancreatography  and  intraoperatively.  Terminology  to  describe  this
condition  has  not  been  agreed  upon.  We  consider  it as  a special  kind  of  Mirizzi  syndrome.
CONCLUSION: To  the  best  of  our  knowledge,  this  is the  ﬁrst  reported  case  of  MRCP-conﬁrmed  Mirizzi
syndrome  in  acute  acalculous  cholecystitis.
gical © 2011 Sur
. Introduction
Mirizzi syndrome (MS) is a relatively rare complication of gall-
tone disease. Nowadays, it is considered not only as an extrinsic
ompression of the common hepatic duct by a stone impacted at
he cystic duct or gallbladder neck, but also a result of a cholecys-
obiliary ﬁstula caused by inﬂammation and pressure necrosis of
he gallbladder and common hepatic duct walls by the impacted
tone.1–3 The most typical clinical symptoms in MS  are upper
bdominal (especially right upper quadrant) pain, jaundice and
ever.4–5 Surgery is the most effective treatment of MS,  but it is
ccompanied with an increased risk of bile duct injury. Severe
nﬂammation and adhesions in the subhepatic area are very com-
on and almost always involve the hepatoduodenal ligament and
Abbreviations: MS,  Mirizzi syndrome; AAC, acute acalculous cholecystitis;
RCP,  endoscopic retrograde cholangiopancreatography; MRCP, magnetic reso-
ance cholangiopancreatography; US, ultrasonography.
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they distort the normal anatomic relationships and proportions.
Therefore, it is highly desirable to diagnose MS  preoperatively
to improve orientation in the surgical ﬁeld and provide maxi-
mal safety of the procedure. The clinical symptoms of MS are
non-speciﬁc, and are very similar to the symptoms of chole-
docholithiasis. Ultrasonography (US) and computed tomography
have limited sensitivity,3,6 and they are considered as screen-
ing tests. A diagnosis of MS  has to be conﬁrmed by other tests.
The most helpful diagnostic tools to show the variations in MS
are either endoscopic retrograde cholangiopancreatography (ERCP)
or percutaneous transhepatic cholangiography.1,4 However, these
examinations are invasive and may  lead to complications and even
fatal outcomes. During the last decade magnetic resonance cholan-
giopancreatography (MRCP) has been widely used and it is now
considered as a good non-invasive and a very accurate imaging
modality in MS  and in many other diseases of the hepatopancre-
atobiliary area.7,8
Acute acalculous cholecystitis (AAC) can lead to the develop-
ment of a condition which is very similar to MS  in its clinical course
and imaging ﬁndings. The common hepatic duct is compressed
not by a stone at the cystic duct or Hartmann’s pouch, but by the
Open access under CC BY-NC-ND license. severely inﬂamed and enlarged gallbladder. Such cases are exclu-
sively rare. We  were able to identify only three well-documented
cases in the literature.9–11 All these patients were operated on, and
in all three cases a preoperative diagnosis was  made by ERCP.
-NC-ND license. 
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aig. 1. MRCP demonstrated extrinsic compression of the common hepatic/common
ile duct by an inﬂamed, enlarged gallbladder without any stones in the biliary
ystem.
Recently, the authors observed a patient with jaundice, devel-
ped on the background of acute cholecystitis. On US examination
tones in the gallbladder and bile ducts were not found. The
igns of biliary obstruction disappeared promptly on conservative
reatment. MRCP conﬁrmed signiﬁcant compression of common
epatic/common bile duct by the inﬂamed and enlarged gallblad-
er, as well as absence of stones in the biliary system. Conservative
reatment was undertaken, and symptoms of acute cholecystitis
nd jaundice gradually resolved.
. Case presentation
A 52-year male patient N. was admitted urgently on 24.02.2011
ith severe upper abdominal pain, which was especially marked in
he right hypochondrium. He had nausea and repeated bile vom-
ting. These complaints started two days ago and they increased
ith time. This was his ﬁrst episode of such an attack. Past medical
istory was unremarkable. Physical examination showed moder-
te tenderness in the right hypochondrium and epigastrium. There
ere no peritoneal signs. Ortner’s sign and Murphy’s sign were
eakly positive. Laboratory data revealed leucocytosis 12,600/ml.
S ﬁndings: gallbladder 103 mm × 38 mm,  and its wall was  thick-
ned to 5 mm.  The common bile duct was dilated (12 mm);  there
ere no stones in the gallbladder and in bile ducts. After crystal-
oid infusion with drotaverin and metamizole sodium the patient’s
ain decreased, and vomiting stopped. On the next morning the
ain increased again, and his skin and sclera became yellowish.
alpation showed severe tenderness and mild muscular rigidity in
he right hypochondrium. Ortner’s sign and Murphy’s sign became
ighly positive. Biochemical blood tests revealed increase in biliru-
in (total 101 mol/l, direct 25 mol/l) and transaminases (ALT
95 IU/l (normal range 0–55), AST 123 IU/l (5–34)), whereas his
mylase level remained normal (46 IU/l, normal range 25–110). A
epeated US showed the gallbladder to be 110 mm × 43 mm,  its wall
as not thickened, intrahepatic bile ducts and common bile duct
3 mm)  were not dilated. Gastroduodenoscopy showed no signiﬁ-
ant changes.
AAC, complicated with jaundice, was diagnosed on the basis of
linical, laboratory and instrumental ﬁndings. Conservative man-
gement was continued with addition of antibiotics. MRCP on theFig. 2. Check MRCP 5 months later demonstrated post-inﬂammatory changes of the
gallbladder which became reduced in size and was deformed. However its wall was
not thickened. The intra- and extrahepatic bile ducts were not dilated and free of
stones.
3rd day after admission demonstrated enlargement of the gall-
bladder with its wall thickening and extrinsic compression of the
common bile duct without any stones in the biliary system (Fig. 1).
The patient’s pain and jaundice gradually resolved with conserva-
tive treatment, and laboratory ﬁndings signiﬁcantly improved to
normal/subnormal ranges. He was  discharged on the ninth day.
On check-up in the clinic 5 months later the patient demon-
strated no complaints, no jaundice, his abdomen was soft and
not painful. US ﬁndings were unremarkable. The follow up MRCP
(Fig. 2) showed the gallbladder to be reduced in size and it was
deformed. Its wall was not thickened (3 mm)  and without any ﬁll-
ing defects. The intra- and extrahepatic bile ducts were not dilated
and free of stones.
3. Discussion
AAC can be complicated with extrinsic compression of the
common hepatic/common bile duct by the enlarged and inﬂamed
gallbladder, which was  followed by jaundice. Its mechanism is very
similar to MS,  when the bile duct is compressed from outside due
to a stone impacted at the gallbladder neck or cystic duct. The ﬁrst
description of this condition using US and ERCP was  published by
R.J. Ippolito in 1993.9 A very similar case was  described by Ital-
ian authors in 1992.12 They described a young male patient who
complained of repeated attacks of right upper abdominal pain,
accompanied with jaundice, though, the biliary obstruction was
not caused by AAC, but by an extremely enlarged “congestive” gall-
bladder due to “cystic duct syndrome”. Compression of the common
hepatic/common bile duct was conﬁrmed by ERCP and intraopera-
tively. In the literature we  managed to ﬁnd only two  additional case
reports of AAC, complicated with the bile duct compression and
jaundice.10,11 Thus, this pathological entity is exceptionally rare.
It is interesting to note that the terminology to describe this
condition has not been agreed upon. The authors of these three
published case reports used different terms. In Ippolito’s paper9
he called the condition “Acute acalculous cholecystitis associated
with common hepatic duct obstruction: a variant of Mirizzi’s syn-
drome”. K. Mergener et al.,10 entitled their article “Pseudo-Mirizzi
syndrome in acute cholecystitis”, while S. Ahlawat11 used the title
– “Acute acalculous cholecystitis simulating Mirizzi syndrome: a
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ery rare condition”. We  believe that the above-mentioned entity
an be considered to be a special kind of MS.
One MS  classiﬁcation proposed by Japanese authors in 1997
ased on their experience in 30 cases.5 They deﬁned type IV of MS
s “hepatic duct stenosis as a complication of cholecystitis in the
bsence of calculi impacted in the cystic duct or the neck of the gall-
ladder”. There were 8 such cases in the authors’ series. However,
either the ﬁgure, nor the presentation of a typical case allowed
he readers to say whether some of these 8 patients had acute acal-
ulous cholecystitis or not. We  consider that the cases of MS  with
calculous cholecystitis can be classiﬁed as Nagakawa’s type IV.
T. Nagakawa et al. believe, that “for Type IV disease, which often
resents with severe stenosis of the hepatic duct, reconstruction of
he biliary tract following excision of the stricture is indicated”.
owever, we  think, such a procedure is too major and unjusti-
ed. Inﬂammatory hepaticocholedocheal strictures heal well after
imple cholecystectomy, when combined with biliary drainage (by
ranshepatic or nasobiliary drainage as performed in the ﬁrst stage
f surgical treatment, or by operative T-tube drainage). R. Cˇolovic´
t al. proposed their own classiﬁcation for MS.13 These authors’ MS
ype IV is the same as Nagakawa’s classiﬁcation. However, their
onception of surgery is signiﬁcantly different,5 and it is very sim-
lar to our approach.
The diagnosis of MS  in acalculous cholecystitis is usually
uggested by US and ERCP,9–12 or sometimes by percutaneous tran-
hepatic cholangiography.12 As the ﬁrst stage of surgical treatment,
holedochal stenting was used10 to relieve jaundice. All the patients
ere operated on: in three cases open cholecystectomy,9,11,12 in
ne laparoscopic cholecystectomy10 was performed. In all the
hree cases of AAC there was gangrenous inﬂammation of the
allbladder.9–11 Despite the absence of biliary drainage (it was
laced only in 1 of 4 patients), jaundice and other symptoms suc-
essfully resolved.
. Conclusion
Our case can be considered as extraordinary because of two
actors. First, the diagnosis of MS  in acalculous cholecystitis was
onﬁrmed by MRCP, which appears to be the ﬁrst time reported
n the literature. Second, conservative treatment was effective and
urgery was avoided. It allowed us to perform a check MRCP, which
howed resolution of acute inﬂammation of the gallbladder, as well
s decompression of the common hepatic/common bile duct.
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